cared for by primary care clinicians and by orthopedic surgeons after a fracture. If the long-term care of osteoporosis becomes complicated and probably expensive, it is likely that some clinicians will either refer the patient to osteoporosis experts (in endocrinology, rheumatology, geriatrics, or internal medicine) or the osteoporosis treatment will be lost because of more pressing, symptomatic disorders of older women and men. Guidelines from medical organizations may help, but the busy clinician is unlikely to read through the many pages of typical guidelines.
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There is no "magic bullet" for the management of osteoporosis and prevention of fracture. Current therapy decreases fracture risk by about half. Some patients opt to avoid therapy when they are told that their 10-year hip fracture risk is 5 %. A typical response is, "my chance of not having a hip fracture in the next 10 years is 95 % and I am worried about those side effects." Thus, the clinician has to convince the patient that the risk of a fracture greatly outweighs the risk of a side effect. For atypical fractures of the femur, the ratio of typical fractures prevented to atypical fractures associated with anti-resorptive agents is not clear and likely changes substantially with duration of therapy [2] . We are most comfortable in the first 5 years of bisphosphonate treatment, after which it is less established that we are doing no harm. At 5 years, a patient remaining at high risk for fracture might be switched to teriparatide for the next 2 years, but then the patient may need an anti-resorptive again. Such sequential therapy is complicated by the fact that in certain countries, use of teriparatide is severely restricted because of its cost. It is hoped that the introduction of newer anabolic treatments or perhaps shorter treatment regimens will lower the cost of teriparatide.
We hope that odanacatib, abaloparatide, romosozumab, and blosozumab will be safe, effective, and approved therapies for osteoporosis. It might then be possible to tailor
The analogy of cardiac events (e.g., myocardial infarction) and bone events (fractures) can inform our understanding of long-term management of osteoporosis. After a cardiac event, there is no hesitation in applying risk reduction actions, both pharmacologic and non-pharmacologic, whereas it is much less likely that a patient suffering a bone event will have any evaluation and treatment of underlying osteoporosis. This is compounded by the fact that osteoporosis is clinically silent before the fracture and after the fracture has healed, and by the fact that concerns about unusual side effects such as osteonecrosis of the jaw and atypical femoral fractures have led to fewer patients taking osteoporosis medications, particularly anti-resorptive agents [1] . The long-term impact of these phenomena is that while hip fracture incidence has decreased in postmenopausal women in developed countries, there will likely be a plateau followed by an increased incidence of fracture due to the aging of the population, the decrease in use of osteoporosis medications, and the rise of middle class populations in developing countries-people who will now live long enough to fracture.
With potential new agents under development, management of osteoporosis by experts will probably change to a sequence of therapy, perhaps alternating anabolic and anti-resorptive medications. However, most patients with osteoporosis do not see osteoporosis experts, but rather are a sequential program of anti-resorptives, anabolics, and drug holidays to minimize both fracture risk and side effect risks. New surrogates for fracture would bring new drugs to market sooner and may also help the clinician decide the best drug for a specific patient [3] . If it becomes possible to determine which patients are at highest risk for osteonecrosis of the jaw or atypical femoral fracture, anti-resorptive drug choices may be made on a more personalized basis. All of the above applies to the woman with typical postmenopausal osteoporosis or the elderly man with osteoporosis. What about the patient with glucocorticoid-induced osteoporosis or the patient with chronic kidney diseasemetabolic bone disease? Such patients will need even more careful choices of long-term therapy. It is obvious that while the introduction of nitrogencontaining bisphosphonates started the modern era of osteoporosis treatment, there is still much to do to optimize therapy. Clinicians need new tools to assess patients at baseline and after treatment. Management of this chronic disorder will take knowledge, patience, careful assessment, and patient willingness to use medications portrayed in the media as dangerous, all of this for a silent disorder until there is a fracture. There are not enough "boneheads" to manage all of the patients at risk for fracture. Therefore, we must educate not only our own patients, but also the other clinicians who will evaluate and treat most patients at risk for fracture. This is a daunting task.
